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Finding the community 
in our crowded cities 
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FINDING THE COMMUNITY IN OUR 
CROWDED CITIES 


Urbanization is clearly one of the most striking 
phenomena of the second half of the twentieth cen- 
tury. The rush to the cities by urban migrants is con- 
tinuing unabated in all parts of the world. While 
Originally an experience of the _ industrialized 
countries, the less-developed regions of the world are 
catching up at a tremendous rate. In 1950, 28% of the 
world’s population was urban. By 1970, this fraction 
had grown to 38%. Projections for the trend over the 
next 25years have indicated that by the year2000, 
50% or even 60% of the world’s population will be 
settled in urban areas. 


The rate of expansion of cities and towns in the Third 
World is now such that their population will have been 
multiplied by eight between 1950 and 2000. 
Brasilia, for example, shows an annual growth rate of 
13.5%; that for Accra is 6.8%; and for Seoul 6.7%. The 
hordes of people crowded into the shanty towns and 
slums in the metropolitan areas have turned the cities 
into choking masses of humanity. New York and its 
surrounding metropolitan area contain a population 
greater than that of the entire country of Malaysia or 
that of Venezuela. Rio de Janeiro and Calcutta each 
record a census which exceeds that of Ecuador or the 
Cameroon. 


The plight of the urban dweller is often unhappy and 
distressing. For those who come to the cities to look 
for jobs, the only housing available is located in the 
slum and squatter sectors around the city. In cities like 
Ibadan (Nigeria), Buenaventura (Colombia) and Addis 
Ababa (Ethiopia), the slum quarters contain 75-90% 
of the urban residents. For most of these people, jobs 
are scarce, and their lives become characterized by 
poverty, crowding and disease. Basic conveniences 
and public services are lacking for many of these 
urban districts. These include convenient water 
sources, basic sanitation, and even electricity and 
decent roads. The waves of urban migrants are often 
looked upon by local government as_ uninvited, 
unwelcome, and therefore without rights. They are 
among the last groups to be considered for new public 
services, and especially health care. Once again we 
face the question of justice for a group of people 
which is faceless, ignored and without advocacy. The 
most fundamental urban public health issue, the most 


unyielding block to good community health in the 
cities is a political one. Hunger, unhygienic conditions 
and lack of medical care are not matters of scarcity 
any more than poverty is. They are matters of distribu- 
tion, control and the power of political decisions. And 
any effort to address the health needs of urban com- 
munities must deal with this whole arena of social 
injustice. 


Health problems are intensified for many reasons in 
the city slums. This is as true for the Third World as it 
is for the industrialized countries. Illnesses related to 
poverty, undernutrition and filthborne organisms 
abound here. Tuberculosis, cholera and typhoid fever 
are ever-present hazards. Compounding all of this, a 
whole constellation of psycho-social problems is 
encountered by the new urban dweller. There is the 
feeling of being uprooted and without the support of 
culture, tribe and community. Entry into this new 
community is difficult at best, if indeed a sense of 
community exists at all in the new neighbourhood. 
New stresses and social disintegration create real 
problems in the areas of mental health and family life. 
Lack of employment and frustrating idleness have 
their debilitating effects as well, with loss of goal- 
seeking behaviour, resorting to petty or major crime, 
or withdrawing into alcoholism. drug abuse or suicide. 


It has become increasingly clear that the traditional 
models of health care services with a hospital-based 
programme are just as inappropriate for the slum 
dweller as they are for the remote rural populations. 
The basic issues of health and disease require a com- 
prehensive approach to community and development, 
in urban as well as rural areas. Adequate provision of 
safe drinking water and sanitation will do more for a 
reduction in morbidity and mortality than many other 
types of effort, certainly more than a purely curative 
programme. An effective urban health programme 
will stress the usual preventive and health promotive 
activities, including maternal and child health, school 
health, chronic disease control, dental health and 
follow-up. But, in contrast to rural programmes, 
activities related to mental health and social service. 
support must assume major importance. This is 
illustrated by the case studies which follow. Further- 
more, it is as important to maximize community par- 
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ticipation at all levels of this health and development 
work so that, here too, community and health con- 
cerns belong to the people. 


But where do you find ‘the community” in the 
fragmented and uprooted populations of the slums? 
New kinds of social dynamics are operative among 
urban people which devolve naturally from some of 
their old social patterns and are modified by the new 
realities of inter-dependence and the struggle for sur- 
vival. The mere fact of sharing common experiences 
and becoming involved in each other's problems 
begins to forge a new community with its ties of 
friendship and obligations. 


How do you get the people involved in health projects 
and programmes in the urban centres around the 
world? This is a question that must be faced with 
increasing frequency in the next few decades because 
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of the urbanization taking place. In cities like Manila, 
Jakarta, Lagos, Lima and Harlem, courageous and 
innovative people are beginning to find the answers to 
these questions. A dimension of this work which is 
proving to be most important is that which helps peo- 
ple to organize themselves for action to deal with their 
own felt needs. 


In this issue of CONTACT, we have chosen to present 
three very different approaches to urban community 
health care with a special concern for the disadvan- 
taged: the ‘vertical towns” of Kwun Tong, Hong 
Kong; the street-roaming urchins and destitute 
families of Naples, Italy; and the black 
neighbourhoods of Columbia Point, Boston, Mas- 
sachusetts, U.S.A. 


Stuart J Kingma, MD 
Associate Director, CMC 
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THE KWUN TONG COMMUNITY HEALTH 
PROJECT 1972 - 1976 


Progress Report 


E. H. Paterson, MB BS, FRCS, Acting Director of the Community Health Project and 
Medical Director of the United Christian Hospital 


and 


Raymond C. P. Tang, MPH, Assistant Director of the Community Health Project 


Kwun Tong, in Hong Kong, is a unique phenomenon. 
This is a new city, less than 20 years old, with an area 
of just over 3sq.miles (7.5sq.km.), a population of 
650,000 which is growing steadily, and an industrial 
zone with 2,500factories and 100,000 workers. 


The Hong Kong Government has provided a good 
clean water supply, sewage and garbage removal, and 
food inspection. It has built vast housing estates 
which hold more than four-fifths of the people in 
single room units. There is a reasonably good 
electricity supply, and the economic level is such that 
many people can afford a cheap TV set and a small 
refrigerator. Primary schooling is available for all 
children, but competition is fierce for secondary 
school places. Many of the older inhabitants were 
once refugees from mainland China. 


With all the above advantages Kwun Tong ought to be 
a healthy city. The pattern of disease more closely 
resembles that of a Western city than that of a third 
world state. So, while amebiasis, malaria and leprosy 
are rare, and even tuberculosis is much less common 
than it was, cancer and heart disease, high blood pres- 
sure, diabetes and peptic ulcer are steadily becoming 
more common. These are diseases which cannot be 
dealt with by sanitary engineering; something more is 
required. 


How does a city become healthy? What do we mean 
by health and how can we measure it? The old indices 
(such as infant and maternal mortality, mortality 
below five years and expectation of life at birth) were 
valuable in a less developed world, but are not ade- 
quate for this situation. If health is truly the physical, 
mental and social well-being of individuals and com- 
munities, we have not yet discovered the means of 
measuring it, though one suspects that police records 
are of more value than medical records for this pur- 
pose. 


We, in this Project, believe that health care can be 
offered on three levels, the curative, the preventive 
and the positive. Caring for sick people (whether or 
not they can be cured) is felt by most people to be the 
basis of all health care, and it is necessary to respect 


this feeling. Prevention of illness, by health education 
and immunization, is of much greater importance 
however, and this is gradually coming to be 
recognized. What then is meant by positive health 
care? This is concerned with the growth and self- 
fulfilment of individuals and communities, and par- 
ticularly with the ways in which a health care system 
can promote such growth. Three such ways are: the 
acceptance of personal and community responsibility 
for health care, the development of social organiza- 
tions related to health care and the giving of free 
voluntary service to others by way of health care. One 
might be tempted to say that the three levels repre- 
sent immediate, short-term and long-term objectives, 
but, in fact, all levels are combined in all functions of 
the Project. 


It is now over four years since our first health centre at 
Sau Mau Ping opened its doors on 16 March 1972. 
Our first Project Report was published in CONTACT 
(N° 15) in June, 1973.* In that report, we gave a 
summary of achievements, plans and hopes up to 
that time. Since there has been considerable interest 
in the Project, it is time now to bring the account 
up to date. 


The Project Today 


A description of the Project has become quite a com- 
plicated exercise. There is a physical network of 
buildings and centres, on which is imposed a number 
of functional networks which are all inter-related. 


The Centres 


(1) United Christian Hospital. This is a 545-bed 
acute general hospital, the only hospital in Kwun 
Tong, opened in November 1973. For many reasons it 
is the heart of the project. It gives credibility and 
standing to the whole project in the eyes of the peo- 
ple. It supports the work of the health centres and 
community nursing programme. It has a pool of 
professional expertise which greatly assists in the 
rapid development of ideas. The finances of the 


* Now out of print. (Ed.) 


hospital are entirely separate from the finances of the 
rest of the project. This is because the hospital is 
assisted by government grants which cover more than 
90% of its running costs, while there is as yet no direct 
government assistance to the rest of the programme. 
The hospital is busy, with about 2,000 admissions, 
15,000 outpatient visits and 10,000 emergency visits 
each month. Also, each month, there are 1,200 major 
and minor operations and 300obstetric deliveries. 
The Community Nursing Service was_ originally 
developed to care for early discharge patients, since, 
with the shortage of hospital beds, a rapid turnover 
was essential. 


(2) Sau Mau Ping Community Health Centre. Ear- 
ly in 1972 about 800sq. ft. (80sq.m.) of space was 
offered to us in an Estate Welfare Building. In this 
space we fitted a clinic with doctor's room, treatment 
room, dispensary, waiting room and a small office 
area. Later, another 400sq. ft. (40 sq.m.) was added, 
enabling us to include a dental surgery, a counselling 
room and a general office. The centre provides clinic 
and dental services from 9:00am to 5:00pm, and 
also acts as a base for community nursing, health 
education, community development and_ health 
maintenance programmes. 


(3) Yau Tong Community Health Centre opened in 
August 1974 in ground floor accommodation of a 
housing estate block. About 2,000 sq. ft. (200 sq. m.) 
were taken for a provision similar to that at Sau Mau 
Ping, with the addition of a small hall for meetings, 
teaching programmes and displays. 


(4) Lam Tin Community Health Centre has only 
just opened, (17 June 1976). It is about half the size of 
Yau Tong community health centre and does not have 
a dental service. 


The clinics had 35,000patient visits in 1975, and 
10,000 dental visits. 


Community Nursing Service 


Hong Kong is unusual in that there is, so far, no 
government or government-aided Community Nurs- 
ing Service. But a number of church-related hospitals 
do offer such services, and, in 1970, a training course 
was designed and offered to trained nurses in order to 
strengthen the services and to prepare the initial team 
for Kwun Tong. In 1975, with eight nurses in the 
Kwun Tong area, 18,000 home visits were made, and 
their service could be considered equivalent to an 80- 
100 bed convalescent hospital. The great bulk of their 
work is to follow up patients discharged early from the 
hospital, but second to that is the long-term home 
care and support of patients with chronic illness. In 
addition to curing-caring services, these nurses give a 
tremendous amount of health education, advise on 
home safety and home management, and recruit and 
train volunteers. They find it a very fulfilling job, 
though in hot weather it is hard work tramping up and 
down long flights of stairs to make ten, twelve or even 
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eighteen visits a day. The nurses in their distinctive 
uniform have so far suffered no interference or 
molestation. The unusually high population density 
(2,000/acre, 5,000/hectare) and the strategic dis- 
tribution of the health centre bases make for high 
efficiency. For example, 30,000people live within 
200 metres of the Sau Mau Ping Centre, so travelling 
time is not excessive!!! 


Health Education 


Two years ago, the Project employed a young lady 
with a B.A. in Health Education from Taiwan. It has 
been necessary to experiment with ideas on the role 
of a health educator in such a situation. For some 
time, her pattern was to give classroom instruction to 
groups of school children, but with 200,000 school 
children in our area, it was clear that such a method 
would never get far enough unless we could employ 
dozens of instructors. Accordingly, health education 
has to be seen in a different light, its functions being to 
instruct selected groups of people and to arouse 
interest in potential volunteer health workers. These 
two functions go hand in hand with each other and 
with the task of community development mentioned 
later. In recent months, groups of volunteer health 
workers decided to hold their own ‘‘Health Day”, and 
the educator supplied much material for exhibitions, 
contests etc. She has concentrated her efforts on 
sixth-form children and school leavers, and these 
young people have responded to programmes of 
weekly classes on common health problems, mental 
health, sex problems and so on. A group of volunteer 
medical students from Hong Kong University have 
given enthusiastic support by leading discussion 
groups after each talk. 


Recently, we have been able to employ another 
graduate trained in journalism who will be responsible 
for a monthly Health Newsletter. This will be sent to 
all people enrolled in our various programmes. Much 
experimenting will be needed to find the most useful 
format, but this seems to be an exciting venture of 
great promise. 


Community Development 


If there is one theme in which we deviate from the 
traditional approach to health care, community par- 
ticipation can take the claim. If we match our 
activities with what government is providing for the 
people of Hong Kong, this is an area that marks the 
difference of emphasis. After all, it is the community's 
health, and who should have more say in it than the 
community itself. Involving the community can Je a 
very idealistic goal, especially in an urban area as con- 
gested as Hong Kong where the urbanite mentality of 
“each person for himself” is so prevalent. This issue is 
no easy task for us, we look at our achievements as 
measured success. Each phase we get to is con- 
solidated and used further as a stepping stone to 
another level closer to the ideal. 


Just as our health educator found difficulty in dis- 
covering her proper role, so did our social worker, 


employed at the same time. All her training had been 
for individual case work on a one-to-one basis, and it 
soon became obvious that there would be no limits at 
all to the demands on her expertise. At first, it was 
thought possible that she might train volunteer lay 
people to do simple case work and problem solving, 
identifying the more difficult cases that she would 
need to handle herself. But it became clear that the 
main thrust of her work would be done in the field of 
community development. The central idea here is that 
the community should learn to accept responsibility 
for its own health and health care as far as possible. 
We have begun to do this by encouraging small 
groups of residents to meet together to discuss their 
health problems and to take action wherever possible. 


Through the grant from the Federal Republic of Ger- 
many, we have now been able to employ four com- 
munity development workers. A very early question 
they have to handle is the definition of a target 
population. Four persons certainly cannot handle 
600,000! They have thus taken another angle with 
the emphasis on the development of interested 
groups and individuals for the community's health and 
well-being. The community, with all its people, seems 
to be our only chance to push for community health. 


The opening of our Lam Tin Community Health Centre 
(the third and most recently opened) was preceded by 
a year’s work in the neighbourhood, arousing interest, 
organizing opinion and finally creating a committee of 
local people who will advise on the running of the 
centre. This “People’s Committee” is functioning 
splendidly. Committee members (representing dif- 
ferent walks of life within the housing estate) have 
managed to take full grasp of the main objectives. The 
centre is set up for the people and with “health”, not 
“sickness” in mind. Members have even stopped 
using the term “‘clinic” as it denotes services after the 
onset of illnesses. They know that sickness prevention 
and primary care are what the health centre is after. 
They are more attuned to the all-pervasive ideal of 
health and the community's part in it. At the latest 
meeting, it was agreed to advocate the health centre 
as a community centre, and to downplay its almost 
secondary function of seeing the sick. This group of 
people have been so active, concerned and excited 
about their role and responsibilities, that we feel a 
model can perhaps be built around this type of com- 
munity participation in health care. The community 
workers are trying to see if similar activities can be 
encouraged in our other service areas. Can something 
like this be duplicated? 


We still have not taken the step of handing over com- 
plete control of the centre to this committee. This Is of 
course one of our future goals, a goal that needs a 
great deal of precision and sensitivity before it can be 
achieved. | see the transition from health for the peo- 
ple to health with the people a less complicated 
process than actually handing over, when health by 
the people is evident. There is no guideline as to when 
this step can be taken, no guarantee that it will not 
backfire. | believe that it takes both parties, providers 


(the professionals) and consumers (the community), a 
period of cooperation before confidence can be main- 
tained. But how do we assess this? How do we know 
that the time is appropriate for the transfer? Should 
this be a gradual process? We need to start thinking 
about all our options and possibilities. 


The Volunteers Programme 


The most outstanding feature of 1975's work was the 
discovery of the degree to which local people want to 
work voluntarily in the project. We have accumulated 
no less than 400youths to share voluntary work 
experience between the hospital and the community 
health project. Nearly two hundred work regularly in 
many capacities in the United Christian Hospital itself, 
in the mobile ward shop, library, outpatient canteen, 
in entertaining children, old people and psychiatric 
patients, in counselling, visiting and letter writing, and 
in the sterile service, laboratory and many other 
places. 


The initial phase of exposing groups of young people 
to the concepts of community health has taken a dif- 
ferent turn. We are encouraging them to become the 
second generation preachers of community health. 
They are performing this task with the most commend- 
able confidence and style. So far, two complete 
courses on how to assist community nurses are being 
taught by volunteers who some 12 months ago were 
students themselves. This is directly in line with one of 
the goals of spreading the word on a 1 to 10, 10 to 
100 and 100 to 1,000basis ... As a matter of fact 
voluntary work has acquired quite a position with the 
youth of Hong Kong. Participants are from all walks of 
life but primarily secondary school students and 
young factory workers. We are impressed with their 
enthusiasm. Asummer course Is Currently in progress, 
again fully organized by volunteers who have been 
“promoted” to the giving rather than the receiving 
end. - 


A "Good Neighbour’ programme trains housewives 
to exercise watching care over their neighbours in 
need. We feel we have only begun to touch the fringe 
of this huge reservoir of energy and talent, and there 
will be no lack of volunteers when fresh programmes 
can be launched — that is, when staff can be found to 
lead them. It is from among these volunteers that the 
leaders of the coming years will emerge and we must 
give them a sound basic idea and the chance to grow 
and to develop leadership. 


It has been gratifying to us that students are being 
seconded to the project for practical experience from 
the social work departments of both universities, the 
Institute of Social Work Training and the Department 
of Clinical Psychology of Hong Kong University. We 
therefore expect rapid developments in this area in 
the months and years ahead. 


Health Maintenance Programmes 


A very considerable grant of funds from the Protestant 
Central Agency of the Federal Republic of Germany 
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over a three-year period, starting in January 1976, is 
making possible a series of experiments in health 
care. These health maintenance programmes are 
based on regular contacts between health workers 
and individuals, emphasizing health education and 
understanding the significance of health problems, 
and the early detection of abnormal trends. So far, an 
Infant Health Maintenance Programme has 
started and is enrolling mothers and babies steadily. 
We use a card similar to DavidMorley’s “Road-to- 
Health’’ chart, which has been adapted to local 
requirements, and, since it is kept by the mother, itis a 
constant reminder of her baby’s needs and progress. 
We have passed our 200 mark and, thanks to the hard 
work of our paediatric community nurse, mothers are 
beginning to see the value of preventive care, 
monitoring and health-oriented services. We firmly 
believe that these mothers are our best assets to push 
for the validity of infant health maintenance. It is 
essential that these mothers be satisfied with the ser- 
vice, be confident with the performance of the 
specially-trained paediatric nurse, be understanding 
as to why services are performed away from the 
hospital and be able to recommend the programme, 
with their personal seal of approval, to other mothers 
in the community. We feel that we have achieved this 
partially. 


An Industrial Health Maintenance Programme 
for factory workers is well on in the planning stage and 
should begin by October of 1976. This can easily be 
the most significant, costly and difficult programme to 
implement. It is significant because nothing similar 
has been tried. Kwun Tong is the breeding ground for 
light and medium industries in Hong Kong. We have a 
superfluous service population in the vicinity of 
150,000. The community, even the whole colony, will 
be watching how we proceed to do it. It is costly 
because the capital investment involved is sizable. An 
industrial community health centre, besides rendering 
regular sickness service, would warrant special 
facilities that can handle trauma. An injury clinic with 
equipment for minor surgical procedures is in order. 
This would include x-rays, and we have not even 
started mentioning monitoring/screening equipment 
for industrial and occupational diseases. Well, how 
difficult would it be? Very. Besides the above factors, 
the programme needs sensitive handling right from 
the start. Support from the management is vital as 
this service will be given to the workers under 
benefits’. However, workers have to be involved as 
well to actualize the community participation part of 
our programmes. This relationship does not always 
sail on smooth waters. The other issue is the sen- 
sitivity of the management on detection of industrial 
diseases particular to respective trades. 


After this will follow a Family Programme and an 
Old People’s Programme, but it is premature to say 
much about these yet. Evaluation of this kind of ser- 
vice is important, and will be conducted by indepen- 
dent observers. Since the schemes have to be self- 
supporting in three years, we have from the outset 
decided on a pre-payment system which will be 
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modified by experience. At the start, we clearly need 
well qualified and well trained health workers at the 
point of contact, but with experience we may later be 
able to train less qualified and less expensive staff for 
specific tasks. So, to start with, community nurses are 
being given additional clinical training to meet their 
extended role. 


The remaining gap in health maintenance is covered 
by our participation in the Government School 
Health Programme. We have at present on our lists 
over 12,000school children to whom we give health 
care in the form of physical checks, clinic care, dental 
care and health education. By the end of this year, the 
number is likely to be 23,000. We receive a per-capita 
grant for these children which is a considerable help 
in financing the whole project. 


Health Care in City and Countryside 


Most of the well publicized comprehensive health 
care programmes are in rural areas. Can we pick up 
the lessons learned in a rural Setting and apply them 
directly to the urban mass, or are there vital distinc- 
tions? The same question must be asked in relation to 
China’s health care system, which presents such a 
challenge to all who work in this field. Is it possible to 
apply China’s experience and methods directly to the 
overcrowded housing estates of Kwun Tong? 


At the same time, we have been very concerned with 
the problems that arise when the design of a health 
care system is left to professionals and especially to 
doctors. There tends to result an emphasis on the 
medical and pathological aspects at the expense of 
the health aspect, while health itself tends to be 
regarded merely as the absence or elimination of dis- 
ease. Mass media, including the advertising industry, 
have led the public to believe that every minor dis- 
comfort demands examination and treatment by a 
doctor, “in case it is something serious”, and 
preferably hospital care as well. Limitless demands for 
such care build up, while the public feels no respon- 
sibility for the impossible situation that arises. We 
must be concerned in every way to shift from “health 
for the people” to ‘‘health with the people” and even- 
tually to “health by the people”. 


What then are the main factors that distinguish Kwun 
Tong's case from that of rural programmes? 


(1) Thanks to sanitary engineering and the Hong Kong 
Government's immunization programme, there are no 
dramatic victories to be won. We shall not see sudden 
drops in the mortality figures or vast improvements in 
nutrition. The basic health needs in city and 
countryside are not the same. 


(2) This is emphasized by the different style of life in 
the city which so often is friendless, anonymous, lack- 
ing in social structure, defenceless and constantly 
under pressure and stress, and threatened by 
injustice. Of course, injustice and stress are features 


of rural life too, but there is usually a degree of com- 
munity support which may help to ease the burden. 


(3) We are dealing with very large numbers of people, 
as the figures already given may indicate. This has 
advantages (ease of access. rapid spread of ideas) as 
well as disadvantages. 


(4) The mass media have “brainwashed” the people. 
Most of the public now have the clear idea that the 
one essential thing for Kwun Tong's health is the 
provision of more hospital beds! Since nearly every 
family has a newspaper or watches television, ideas 
on health care, originating from government, medical 
professional bodies and the American film industry 
are put around with great ease. However, we have 
also found that these same media can help us by 
broadcasting alternative ideas on health care, and we 
are currently getting very good coverage from TV and 
press. It is important, though, to realize that we can- 
not simply go to the public and ask them what they 
feel their greatest needs are, since they will often reply 
in terms of “contaminated” ideas. 


(5) There are alternative health care systems. If people 
do not get immediate help from one source they will 
go to another. It is not uncommon to meet a patient 
who has been to see half a dozen doctors, both 
Western-trained and Chinese-trained, in two days. 
One hires a doctor to cure a particular complaint; if he 
does not manage to cure, one simply hires someone 
else. This also results in an insistence on highly 
qualified people. The idea of ‘‘medical assistants” has 
been ridiculed by the medical professional bodies, and 
consequently is not acceptable to the general public. 
The effect of this on the overall costs of providing 
health care is obvious. 


(6) The general standard of education is higher, which 
implies that once a break-through can be made, the 
possibilities of development and of finding local 
leadership are good. 


The Pattern of Operation Today 


We have therefore stumbled through four years of 
experimentation during which time a pattern of opera- 
tion has gradually taken shape. In general terms, the 
tasks are first to establish credibility, second to 
educate, and third to encourage volunteer health 
workers to organize themselves. 


The first task has been to establish ourselves in the 
eyes of the public as a body concerned with people’s 
health and competent to give good service in terms 
which the public understands — efficient clinics, kind 
nurses, doctors who listen, and so forth. The service is 
offered at a cost which all can afford, and in general 
our patients seem well satisfied with what they 
experience in hospital and clinic. This means that peo- 
ple in Kwun Tong are now prepared to listen to us 
when we tell them that better health is not all a matter 
of more doctors or more hospitals. It is, of course, 


impossible to guess where the project would be today 
if we had not had the large central hospital, but our 
guess is that we would still be struggling for survival, 
and our influence would be minimal, with our voice 
still unheard. The danger to the health project arising 
from the incorporation of a hospital has to be fully 
faced, and measures taken to turn danger into oppor- 
tunity. 


The second task is to educate, and this means much 
more than routine instruction on brushing teeth and 
eating fruit. Early on, we broadcast ideas on what 
health might mean in such fora as a Hospital Open 
Day (visited by over 6,000 people) and a whole day 
seminar for sixth-form students. A valuable number of 
young people responded enthusiastically to the 
liberating ideas, and many of them have remained as 
the core of the volunteer health worker programme. 
They were heard to say, ‘This is what | have been 
looking for; this makes sense to me; this gives me a 
chance to do something.”’ This process needs to be 
repeated over and over again, until health education 
becomes a door opening on to a land filled with new 
possibilities of living. One group of young people who 
were thus inspired were some medical students from 
Hong Kong University. They collected more col- 
leagues from other faculties, from the Chinese Univer- 
sity and from the Baptist College Department of Com- 
munication. Between them, they produced a highly 
professional double-screen slide/tape show, designed 
to tell school children what community health is. 


Once people have become interested in the health 
idea, they are ready to assume the third task — work- 
ing together to achieve some local success, a health 
exhibition or a service club. They may ask for a course 
of instruction in first aid, or may organize a 
neighbourhood home help service. The direction 
which the work takes should essentially belong to the 
people, with the health workers providing materials 
and sometimes new ideas. This process begins to 
bring forward people who have special interests and 
special talents, who are potential leaders for the 
future health programme. One such leader in the Lam 
Tin committee is a domestic servant by day, but in 
committee discussions she has such a fund of com- 
mon sense, and an instinctive idea of the right way to 
do things that she can more than hold her own against 
the health professionals and the estate block 
chairman. We need constantly to remember the les- 
son taught by the Chinese: to trust the people. Once 
they are set free from cramping inhibitions and restric- 
tions, they can achieve miracles. We must study and 
work to set them free. 


Hospitals and Health 


We have already suggested more than once that a 
hospital can prove to be a real threat to a health care 
service. A hospital is so often the scene of great 
drama, of terrifying fears and miraculous delivery, of 
life and death itself. At the same time, a hospital eats 
up enormous amounts of money, energy and man- 
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power, leaving so few resources for the more impor- 
tant health tasks outside. We have implied that the 
usual kind of hospital, concerned with disease 
pathology and damaged organs, is out of place in a 
comprehensive health care programme. In order to 
promote health, a hospital needs to be designed 
specially for the task, not so much in the physical lay- 
out, but more in its organization and the differing 
degrees of emphasis placed on certain aspects of 
work. 


(1) Firstly, the hospital itself is a miniature community, 
and should be a demonstration’ model of a healthy 
community for all to see. This implies status-free 
relationships, mutual care, concern and service, a 
sense of responsibility for colleagues, and an under- 
standing born of experience as to the meaning of a 
larger ‘healthy community”. 


(2) Secondly, the hospital is a place of teaching, not 
only of doctors and nurses, but of patients, their 
relatives, Community leaders, crowds of visiting 
schoolchildren and so on. Teaching is not only by lec- 
tures. A consultant smoking a cigarette gives power- 
ful negative teaching that can counteract many health 
talks. 


(3) Thirdly, the hospital is a place of learning, a place 
where experience can be organized and understood. 
Patients need trained help to undergo such learning, 
rather than tranquillizers and drugs to bypass it. 


(4) Fourthly, the hospital is a place where the com- 
munity comes to serve, where volunteers are 
encouraged and trained, and helped to grow and 
develop. This is an important healing service which 
the hospital can offer to the community. 


(5) Fifthly, the hospital is a base, for service to the 
community, and patients are seen not as interesting 
‘cases’ of pathological material, but as real men and 
women whose home and working conditions, stres- 
ses, joys and sorrows are all known to the hospital 
workers. Perhaps a hospital moulded along these 
lines can play some part in promoting the health of the 
community. It would be rash to claim that United 
Christian Hospital has advanced far along any of these 
paths; but at least we know the direction in which we 
should be travelling, and we are moving. 


Hospital Development 


Despite the de-emphasis of hospital service in a com- 
munity health setting, the hospital proper is still very 
much the central coordinating spot of activities. The 
headquarters of the project is located at the hospital. 


People do get sick and hospitalized; the period of stay 
in a hospital provides an excellent opportunity for 
health education. We believe that the whole process 
of sickness is a ‘packaged health education course”. 
From detection of subclinical symptoms, onset of 
illness, manifestations, consultation and treatment, 
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through hospitalization and rehabilitation, in every 
phase of encounter, a patient could be subjected to a 
full orientation on the hows and whys of his illness. 
Programme possibilities for the immediate future are 
plenty: 


1) Suicide prevention and crisis intervention. The 
wards have sporadic reports of suicide attempts, 
and it is necessary to look into options that may 
avert such action. The hospital Chaplaincy Pro- 
gramme may be a valuable asset not only to the 
patients but their relatives and even the staff as 
well. 


2) Along the same lines, a community mental health 
programme is planned. This is only in an embry- 
onic stage as we are not 100% certain as to how 
the mental health of a 600,000 population should 
be tackled. Our clinical psychologist is keen on the 
topic and is ready to help. Healthy living, good 
relationships with kin and neighbours, family life 
education, better understanding, bridging genera- 
tion gaps are only a few of the many aspects of 
mental health to be explored. 


3) Also under planning and consideration are special 
needs programmes. Certain problems are singled 
out and the idea of “clubs” is being tested. Diabetic 
club, obesity club, hypertenslon club — patients with 
similar physiological disorders are grouped so that 
interaction is possible. Hopefully, they may be able 
to share and better understand their illness, but, 
most importantly, how to prevent it from getting 
worse. Similar arrangements can cater to post sur- 
gical patients as well — an ostomy club is useful 
to help them adjust to a change in their anatomy. 
So is a mastectomy club, a club for amputees from 
industrial injuries, parents with slightly retarded 
children — these people need health education and 
psychological support, something a hospital should 
provide before it can claim to provide comprehen- 
sive service. 


Teaching Programmes 


One might say that Kwun Tong is a ready-made social 
laboratory. Certainly, conditions are very favourable 
for teaching and for experimentation. We believe that 
before long the experience we have amassed will be 
worth passing on to other people. We may be able to 
offer some training in general practice, based on our 
health centres, in conjunction with the newly formed 
Hong Kong College of General Practitioners. With 
more experience in industrial health, we may be able 
to offer training for industrial health nurses, techni- 
cians and medical officers. Prehaps some day, we 
shall have our own School of Community Health, with 
teaching programmes for undergraduate medical stu- 
dents and nursing students, for community nurses, 
for doctors and social workers, psychologists, 
educationalists, and volunteer health workers of all 
kinds. Perhaps the facilities will attract research 
workers and visitors from other Asian countries. 


Training of the ‘‘New Professionals” 


Proposals have now been submitted on the training of 
‘‘new professionals’; we call them medical assistants. 
They are actually experienced nurses with extended 
roles. The idea is to train sub-doctors, not sub- 
standard personnel doing the ‘‘dirty”’ work for doctors. 
We feel very strongly that health maintenance con- 
cepts and services can be very well suited to these 
specially trained nurses. Their main occupation would 
be the delivery of primary care, screening, monitoring, 
detection and treatment of minor disorders. They are 
not to replace doctors but to relieve the highly trained 
physicians for tasks that require their more specific 
skills. The medical assistants will be located in com- 
munity health centres; training duration is in the 
vicinity of 3 to 6months. Besides classroom instruc- 
tion, clinical tutorials in the wards as well as practical 
work will be heavily emphasized. 


The anticipated problems cover a wide field; accep- 
tance both by the public and peers is a major obstacle. 
It would take some time for a patient to confide in a 
medical assistant, whose credibility in turn has to be 
reinforced by a physician before a patient. Similar 
moves are being tested in America (they are called 
physician's assistants) and, surprisingly enough, the 
most resistance comes not from the patients but from 
fellow nurses. The other area involves legal complica- 


tions as to how patients and medical assistants can be 
protected under law. 


Where Are We Goina? 


In general terms, the project is dedicated to helping 
the people of Kwun Tong to improve their health, to 
increase their well-being. In personal terms, this 
means giving more people a chance to grow and to be 
their real selves, unfettered by social restrictions, 
ignorance and fear. People in the end can only do this 
for themselves, but health workers can help to pave 
the way. Is this Christian work, in which a United 
Christian Hospital should be involved? Some people 
are disappointed that we do not lay more emphasis on 
conversions, Bible study and prayer. | think that the 
“Man for Others’, who told the story of the Good 
Samaritan and the parable of the Sheep and Goats, 
well understands what is being done, and his Spirit is 
active in leading and inspiring the work. | myself have 
a private vision of little groups of dedicated volunteer 
health workers scattered through Sau Mau Ping, Lam 
Tin, Yau Tong and the other vast estates, suddenly 
finding themselves the seed from which a new Church 
of our own time is growing. | pray that it may come 
soon. 


(This report was submitted in June, 1976.) 


MEETING PRIMARY HEALTH CARE NEEDS 
IN A “DEVELOPED” COUNTRY 


by 


Dorothy P. Garrison 


(Dorothy P. Garrison is Director of Family and Community Services, Action for Boston Community Develop- 
ment, Inc. (ABCD), the official community action agency for the city of Boston, Massachusetts, U.S.A. The 
agency, through her Department, is responsible for providing technical assistance, consultative services, 
programme development, consumer advocacy, training, planning and evaluation of health services, particu- 
larly in the low-income neighbourhoods. She also serves as the Project Director of the ABCD/Columbia Point 


Comprehensive Neighborhood Health Center.) 


“Developing” countries can learn to avoid some of the 
harmful effects of the industrial revolution by studying 
its results in modern industrialized countries. Similar- 
ly, ‘developing’ countries can learn from the history 
of American health care how to avoid some of its 
undesirable outcomes while profiting from some of its 
meaningful experiences. 


It is important, firstly, to dispel some of the myths 
many people in developing countries have about the 
United States of America — ‘‘the land of plenty”. It is 
true that American doctors, medical research and 
technology are among the finest in the world, and that 
a larger percentage of the Gross National Product and 
more money per person are spent on health care in the 
United States than in any European nation. However, 
the health of Americans today is worse than it was 
20years ago, and by many indices of comparison is 
not ‘the best’, as can be seen in the following 
statistics from the 1970 Demographic Yearbook of 
the United Nations: 


Among the ‘“‘developed” countries, the United States 
ranks: 

— 15th in death of infants during the first year of life, 
with a wide variation between the death rate of 
white and non-white infants as well as between 
lower and higher socio-economic groups; 

27th in life expectancy of males; 

12th in life expectancy of females; 

28th in life expectancy of males in their middle 
years. 


Moreover: 

— Half of the children from poverty families are not 
immunized against common childhood diseases. 

— Nearly half the women who deliver their babies in 
city and country hospitals — most of them poor — 
have no prenatal care at all. 
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— Acchild born into poverty has twice the chance of 
dying before the age 35 as a child born into a 
middle-income family. 

— The doctor to patient ratio may range as high as one 
to 200 people in the suburbs and as low as one to 
10,000 or more in the inner city or rural areas. 


Even a city like Boston, famous throughout the world 
for its wealth of teaching hospitals, medical schools 
and physicians of great reputation in every specialty 
still suffers, like other major cities, from many decay- 
ing and neglected areas. In these areas, inhabited by 
the poor and those whose cultures differ from the 
majority, indicators of health show that there are 
serious problems. 


One of the greatest problems of Americans has been 
that we collectively participate in a kind of 
dehumanization and treat ourselves as machines. By 
this, | mean that we tend to abuse ourselves and run 
ourselves until we break down, with a semi-conscious 
expectation that our fine medical technologists can 
somehow put us back together. Finally, we tend to 
place an excessive reliance on money, which, coupled 
with our medical care resources, we think can resolve 
our problems. 


In “developing” countries, the local community — with 
its religious and kinship organization — has profound 
importance in health care management. This is no 
longer the case in the United States where the centres 
of power, both industrial, governmental, and financial 
are located far from the community. The results of this 
are: a system of health care which is fragmented into 
preventive and curative services, and dominated by 
provider rather than consumer interests; a disparity of 
health resources between wealthy areas and poverty 
areas; a concentration of technical advances and 
knowledge within the great universities unevenly dis- 
tributed across the country. 


An encouraging recent development is that now in the 
United States and Canada, there are new centres of 
health policy and planning where serious thought is 
being given to how we may redirect our efforts. The 
fundamental dilemma exists, however, as to whether 
more resources should be poured into making equal 
access possible for everyone to the existing sickness- 
oriented system of medical care, or more resources 
should be diverted to a new primary care system at 
the community level, focussing on _ health 
maintenance. Accomplishing the latter alternative 
must involve a national commitment to solving 
related problems of poverty, housing, sanitation, 
environment and nutrition. 


In 1965, based on the theory that consumers will 
utilize services more effectively if they participate in 
policy decisions, the Office of Economic Opportunity 
(OEO), which had been created by the United States 
Congress as a gesture to combat poverty, initiated a 
Neighbourhood Health Centre programme. Congress 
directed this programme: “‘to assure that such ser- 
vices are made readily accessible to the residents... 
(and) are furnished in a manner most responsive to 
their needs and with their participation.”’ This was the 
inspiration for members of the Department of Preven- 
tive Medicine at Tufts University Medical School to 
establish the first OEO Neighbourhood Health Centre 
in a poor neighbourhood of Boston (Columbia Point). 
Today there is a National Association of 
Neighbourhood Health Centres to which nearly 
150 centres, throughout the nation, belong. 


The popularity of the neighbourhood health centre 
has expanded in the United States because it has been 
a means of reducing the fragmentation of health care. 
A resident of the community suffering from pain may 
walk into a typical health centre viewing this as an 
episode unrelated to the rest of his life. For the staff of 
that centre, this is only the first step towards initiating 
the individual and his or her family into a continuity of 
services from a team of primary care professionals 
with emphasis on health maintenance rather than on 
illness. An important objective of the health centre is 
to have as many people as possible benefit from truly 
comprehensive care. An individual's medical record 
may reveal that long-festering problems related to 
social, mental, dental, environmental, educational and 
other aspects of his life are, at last, being dealt with in 
a friendly, immediate manner — without the necessity 
of visiting a variety of institutions. 


My own particular concern has been with com- 
municating about health affairs with organized groups 
of citizens representing the community. Managers, 
administrators, and other providers of health services 
tend to develop a bias towards professional efficiency, 
good bookkeeping, and “accountability”, a term cur- 
rently used to refer only to a form of reporting to the 
governmental agencies that are responsible for 
regulating and funding programmes. All too rarely 
does accountability refer to patients or to their 
organized representatives. Groups advocating the 
rights of patients are beginning to gain ground, and in 


some states of America there are ‘‘patients’ rights’’ 
laws which essentially state the minimum standards 
for the considerate, personal treatment of the patient. 
In all parts of the United States, there is an increasing 
number of ‘malpractice’ law suits against physicians. 
| have concluded, from several personal observations, 
that many of these malpractice suits have resulted 
from poor communication between physicians and 
patients. Physicians in the United States generally 
receive no, or very minimal, formal training in under- 
standing the consumer perspective. The 
neighbourhood health centre movement is founded 
upon the general philosophy that there should be 
“maximum feasible participation” of consumers in 
determining how services are provided. Much of this 
philosophy has been translated into new health plan- 
ning legislation which gives considerable power to 
local health systems agencies. In England, I’m told, 
similar health planning legislation gives a good deal of 
power to local citizen councils. In both countries, this 
is part of a reaction against the hospital being the base 
and hub of medical care, power and practice. As | 
understand it, the Christian Medical Commission sup- 
ports the concept of decentralization of health care 
from the hospital to the community. 


In the United States, many recipients of governmental 
funding tend to become excessively accountable to 
distant authorities in the Federal Capital at the 
expense of their accountability to local communities. 
Legislation and policies are produced by the Federal 
Government which, in turn, result in funds 
appropriated for certain categories of programmes. 
These programmes, however laudable, may not 
always relate to the priority needs of a given com- 
munity. For example, one of my medical colleagues, 
the former administrator of the Columbia Point Health 
Center, sought to export the medical care model of an 
urban community to one of our poorest and most rural 
counties in the South. In an earnest attempt to com- 
municate with the people living there, he discovered 
that they had other priorities than neighbourhood 
health centres. They were more interested in digging 
wells, in improving elementary sanitation, and in 
developing cooperative industries for their economic 
survival. Health had to yield priority to these other felt 
needs. 


Another important development in my country is the 
Consumer Health Movement. The desire to raise the 
level of health of all the people to that enjoyed by the 
most privileged and wealthy has brought together 
interested consumers and providers who place a 
strong emphasis on arousing the interest of the 
unreached in their health problems. Consumer health 
groups, while separated from the health centre, yet 
feed into it. The major thrust is to alert the asymp- 
tomatic (those who feel well) through screening and 
other health education techniques of their illnesses, 
and to reassure the well and help them to maintain 
their good health. In the Metropolitan Boston Con- 
sumer Health Council, we organize ‘health fairs” 
which, through exhibits, films and soap box lectures, 
emphasize the benefits of proper diet, good health 
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habits, and preventive measures. At any hour in the 
Metropolitan Boston area, anyone may telephone a 
certain number about medical or health problems, and 
he or she will hear a recording of a response to his or 
her concern. This is just one of the attempts to do 
“outreach” — to move out beyond the doctor's office 
to where the people are. We are constantly seeking 
new forms of reaching out to our people. This is very 
much in accord with one of the principles recently 
adopted by the World Health Organization that ‘the 
majority of health interventions should be undertaken 
at the most peripheral practicable level of the health 
services’. 


Time does not permit me to go into details of the cost 
of providing primary health care to our urban 


neighbourhood populations. The annual cost, per 
person, at Columbia Point for the past year was 
approximately $400.00. This might appear high, but 
we must remember that supplies, equipment, 
maintenance, insurance, labour, etc. are purchased 
from a high profit market in a capitalistic society. 
However, a country is only as healthy as its populace. 
The questions we have to answer are whether we can 
put a price tag on health care as we might on 
medical care; and whether our nation can practise 
genocide by limiting access to adequate, quality 
health care only to those individuals with the ability to 
pay. The neighbourhood health centre is one attempt 
to answer both of these questions to the benefit of 
those who, until recently, have been neglected and 
underserved as far as their health needs are con- 
cerned. 


GREAT OAKS FROM LITTLE ACORNS GROW 


Community Development In An Underprivileged District In Naples, Italy — initiated by Mario Borrelli 


Background 


Naples is one of the most famous cities in the world, 
renowned for the beauty of its coastal setting, for its 
crowded history, its folklore, art and music, for the dis- 
tinctive characteristics of its citizens, the high life of its 
tourists, the low life of its backstreets, and its exciting 
feeling of overflowing energy. While it is true that 
Naples, now with a population of over 22 million, has 
much to show that is noble and beautiful, it is equally 
true that it has features which are ugly and unplea- 
sant. As is the case in many other large urban centres 
in the world, a great many of the wealthier citizens 
and all of the tourists live in comfortable and often lux- 
urious accommodation while vast numbers of poorer 
people live in slum conditions of the utmost squalor. 


Apartment blocks tower up in a confusion of narrow 
streets and dark alleys, where only brief shafts of 
stinging sunlight pierce the dusty gloom. There are no 
gutters, and scattered refuse adds to the general 
appearance of poverty and neglect. Lines of washing 
are strung about balconies, and across the streets 
between the blocks. Here, private life has to be lived in 
public. Living space is severely restricted, especially in 
the “‘bassi’’ which are ground-floor, one-roomed 
homes that open directly on to the streets. The street 
forms an extension of the home. Here children play, 
men sun themselves, and women group together for 
domestic chores. Not all bassi are slum dwellings, but 
the difficulties of bringing up large families in confined 
spaces, and often on low wages, are immense. The 
gross overcrowding and lack of work create problems 
which the families are unable to deal with, however 
hard they try. Smiling babies and happy toddlers grow 
up to become ragamuffins, without schools to attend 


and without proper occupation or supervision, but. 


with an intimate knowledge of sexual matters due to 
cramped living conditions. Because there are not 
enough schools and not enough teachers, the law of 
the land that children must stay at school until they 
are 14years old cannot operate. For many, there is no 
school at all. Many more start work at the age of 10 or 
11 because their families are desperately short of 
money. As child workers, they will be paid very little. 
and before they have left their teens, they may be 
unemployed, because the employers do not want to 


pay men’s wages and they do not have to when each 
year there are more young people to take on. The 
children’s standards of conduct are related to their 
fight for survival: threatened with extinction through 
privation and poverty, their tactics must be to exploit 
the oppressor and ignore the law. Massive unemploy- 
ment means that the acquisition of money by any 
methods — dishonesty, corruption, deceit — is both 
essential and justifiable in their eyes. 


The *’Scugnizzi"’ 


Neapolitans have a long history of poverty and 
oppression, but the Second World War, among other 
factors, did much to increase the scale of the 
problems. In post-war Naples, there were many 
homeless children, youthful vagabonds of the streets, 
who came to be known as “‘scugnizzi’. The 
Neapolitan word, “‘scugnizzi’, literally means “spinn- 
ings tops’, but has been translated into English as 
“urchins’’. Street urchins had been known in Naples 
for centuries, but the urchins of the post-war period 
were not the latest in line from an ancient culture. 
Rather, they were the products of a disordered 
society, children who had been deprived of 
dependence, decency and dignity, and who had had to 
take to scavenging just to stay alive. Often they had 
fled from overcrowded or broken homes or rebelled 
against long hours of work for very little money. The 
urchins lived by their wits and grouped together in 
gangs in their struggle to stay alive. They took part in 
smuggling, thieving, pickpocketing, stole laundry 
from washing lines and traded cigarettes or cigarette 
ends. They lived from hand to mouth, spending 
aimless days and then unquiet nights sleeping in 
doorways or over open gratings on the pavements to 
catch the warmth of bakers’ ovens in the basements. 
They were ill-clad and constantly exposed to dirt and 
disease. 


Mario Borrelli — Urchin Extraordinary 


And who cared? In July 1946, there emerged from 
seminary a young priest named Mario Borrelli who 
was profoundly moved by the plight of the urchins. 
Himself a Neapolitan from a poor family of ten 
children, Fr Borrelli had an intense desire to give these 
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children more than just bread and a bed. He meant to 
give them a new life-style with meaning and purpose 
and a way of making a decent and satisfying living for 
themselves. But first he had to gain their friendship 
and trust through sharing their lives and acquiring an 
intimate knowledge of their circumstances. Having 
obtained the approval of his religious superiors, when 
dusk fell he took off his priestly robes and put on the 
ragged garments of an urchin. He then entered the 
streets, watched, waited, walked, and talked until, 
finally, he felt he could and should join a gang! He suc- 
ceeded in gaining acceptance and was received as a 
member of a group, whereupon he shared to the full 
the urchins’ existence of misery, vice and corruption. 


Materdei — ‘‘la Casa Dello Scugnizzo”’ 


Meanwhile, a friend of Fr Borrelli named FrSpada had 
been using his influence to recruit various helpers to 
work on the reconstruction of a little bombed church 
called Materdei, “Mother of God’. Walls had been 
whitewashed inside, wooden boxes brought in to fur- 
nish a dining area lit only by candles, and a pile of 
blankets and straw put down to make a bedroom. By 
pointing out that there was a free distribution of food 
there, FrBorrelli was gradually able to encourage 
some of the urchins to make use of these premises, 
which came to be known as the Casa Dello Scugnizzo 
— The House of Urchins”. 


In order to provide for a more or less regular income, 
as well as giving some of the boys the chance of 
profitable employment, FrBorrelli arranged for the 
collection of scrapmetal from all over Naples, and this 
was later extended to other second-hand goods. By 
ones and twos, other urchins drifted to Materdei to 
join the first arrivals. They did not all stay; the restless 
freedom of the life of the streets had become so 
habitual with some of the older boys that they valued 
their independence above all else. 


Eventually, the day dawned when Fr Borrelli felt the 
time had come to reveal himself to the gang as an 
ordinary priest. How did the urchins react to this 
astonishing disclosure? Fr Borrelli wrote afterwards: 
‘.,. suddenly | was nearly knocked over; | was invaded 
by urchins. They pulled at my clothes, they tried to kiss 
me, they clung to my hands. | wasn't prepared for this. 
They were young toughs — but then they were also 
Neapolitans. They knew that what | had done | had 
done with love, and they knew it instinctively, though 
they could never have said it, and that was what they 
most needed.” He was finally free to return openly to 
the’ Materdei church and to continue his task of 
feeding the hungry, giving drink to the thirsty, helping 
those who were ill, clothing the naked and making a 
home for strangers. 


The Casa Dello “Scugnizzo” was founded in 1951. 
During the next ten years, Fr Borrelli devoted himself 
to fundraising activities and supported the children 
completely by his own efforts. The main business was 
the operation of a junk yard by some of the urchins. 
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For a time, he also accepted the appointment of Head 
of the National Lottery for Naples and the South, 
using the children to sell the lottery tickets and using 
the income to support the work of the Casa. 


Little by little, the work became more widely known, 
and others both in Italy and overseas became involved 
in the fundraising activities. Moreover, in Naples itself, 
direct and indirect help towards a fuller solution to the 
still enormous problem of the urchins came from 
various sources. Church and civil authorities were 
being awakened, and increasing numbers of lay 
workers gave assistance. More social workers were 
being recruited too: medical specialists gave their ser- 
vices, a female police force was introduced with 
beneficial results, and both police and parents came 
to regard the Casa as an ally in the efforts to get the 
urchins off the streets. Job opportunities opened up in 
various countries for some of the more able boys who 
thus had the good fortune to start completely new 
lives in new surroundings. 


Materdei Community Centre: 


In 1967, plans were put forward for the demolition of 
the old Materdei church to make way for the building 
of a new Casa which was inaugurated in 1969. 
However, the new Casa had a different orientation. 
Fr Borrelli’s primary concern had originally been for 
the urchins as individuals in distress. But, over the 
years, it became clear to him that, as the children were 
the products of poverty-stricken and broken families, 
it was really the families and-their socio-cultural 
milieu that were the root of the problem. The new 
Casa is a community centre designed to serve the 
needs of poor families of that district, the broad aim 
being to help in every way those who are physically, 
psychologically or socially maladjusted. The centre, 
standing in the middle of slum property and combin- 
ing simplicity with suitability for its purpose, brings 
together under one roof a clinic, kitchens, laundry, 
school, offices, conference hall, dormitories and com- 
mon rooms. The staff work to create a social structure 
which, while offering a real support in answer to 
immediate necessities, also serves as a propelling 
mechanism for consciousness raising and gaining the 
participation of the local community in its own 
development. The building of the new centre was not 
seen, then, as a limited charitable action ‘for the 
oppressed”, but as a basis for concrete action “with 
the oppressed for their total liberation”. 


Heaith Activities: 


Unemployment and underemployment, overcrowded 
living conditions, malnutrition, underfeeding, infec- 
tious diseases, gastroenteritis and respiratory dis- 
eases, cultural isolation and psychic anormalities are 
all problems which the centre has to cope with daily. 
Its answer cannot be that of traditional welfare which 
categorizes these phenomena in a shortsighted man- 
ner, not knowing nor wishing to investigate the 
causes. The personnel at the centre are very con- 


scious of the environmental and social causes of the 
illnesses with which they come into contact. Unfor- 
tunately, there is a strong tendency for the community 
to believe that it is impossible to eliminate disease, 
that it is beyond their understanding, the result of a 
“curse” to be suffered with resignation and patience. 
Moreover, they often believe that for the treatment of 
illness one must have recourse to superhuman and 
therefore “magic” forces of which only a few experts 
are masters. The fatalistic concept of the state of 
illness common among the people, together with the 
lack of the most elementary notions of anatomy or 
physiology and the habit of using local ‘‘experts/faith- 
healers” for treatment make it hard for the community 
to imagine the gradual onset of disease. Added to this 
is the fact that these people cannot even clearly 
imagine a state of “‘health’’ when they have probably 
never, since birth, been more than fairly well. 


To counteract this, the health personnel have tried to 
eliminate the barrier which generally exists between 
patient and doctor. They avoid any “official” tone and 
any ‘“‘technicalities’’ or medical terms which make it 
hard to understand the meaning of an illness and 
thereby keep the patient and family in a state of timid 
deference towards the doctor. Instead, they seek to 
establish a friendly and relaxed relationship between 
themselves and the people of the quarter. 


The Clinic: 


Free medical examinations of both adults and children 
are unhurried and do not necessarily start from the 
symptoms of an existing disease, but check up on the 
general health of a person. Preventive medicine is 
emphasized, and links are made between causes and 
effects of the disease in all its aspects — physical, psy- 
chological and social. Through constant discussions 
with the patients, the personnel indicate how medical 
problems/physical health depend largely on 
environmental conditions, interpersonal relationships, 
living conditions and the like. In this way, they strive to 
give as complete a response as-possible to all the 
problems posed by a particular disease. The provision 
of all medicines is guaranteed to those who have no 
health insurance. 


Nutrition: 


The canteen run by the community centre offers a 
means of providing health education concerning 
eating habits. Each day, according to a rota, a group of 
mothers accompany about 150children to the can- 
teen where, together with a teacher, they deal with 
the planning and preparation of the food, serve at 
table, and clean up. Discussions are held on hygiene, 
principles of nutrition, menu planning, and the use of 
certain locally-available foods which are little known 
or little used by the community — e.g. rice, certain 
types of cheese, chicken, certain sorts of fish (thought 
to be too cheap to be good) and certain vegetables. 
This differs widely from the “traditional” diet of the 
poor of the area which is based on the almost 
exclusive use of carbohydrates and fats. The canteen 


plays, therefore, an important role in the effort .o 
promote health. 


The Family Advisory Centre: 


The Materdei Community Centre also runs a family 
advisory service where gynaecological examinations 
and other periodic examinations play a major part 
within the general theme of preventive medicine. The 
centre sees its task as being three-fold: 

a) to provide sex education to allow the growth of 
confidence and a relaxed attitude’ towards the 
subject; 

b) to give information on and to stimulate a greater 
awareness of birth control, not just concerning 
methods of contraception but parental responsi- 
bility and related topics; 

c) to undertake consciousness raising on the theme 
of the family, with particular reference to the rela- 
tionship between husband and wife, parents and 
children. 


These tasks are pursued with the aim of enabling peo- 
ple to make reasoned and responsible choices. To 
encourage this still further, meetings are organized for 
discussion on broader topics than those offered by a 
simple consultation with a gynaecologist or obstetri- 
cian, and these are seen as instruments by which the 
community may study the wider dimensions of 
parenthood and child care. 


The Wall Newspaper: 


The wall newspaper run by the centre also deals with 
the general problems of health, the hospital situation, 
defects in the health insurance system, specific ques- 
tions about infectious diseases, diet, etc., and 
therefore gives rise to a better understanding of these 
problems. 


School: 


Conversations on topics, themes and ideas coming 
from direct experience are of primary importance in 
the life of the “unofficial” school organized by the 
centre. There is no selection for entry and no dis- 
crimination by merit or according to social origin. The 
school is limited, however, to the children living in the 
Materdei district. Parents and teachers join together 
to solve the problems as they arise, and the school is 
viewed as a means of setting in motion certain 
mechanisms for increasing social awareness, cultural 
growth, discovery and extension of the areas of par- 
ticipation and responsibility. Education for healthy liv- 
ing is promoted to the fullest extent through the 
school’s various daily activities. 


Recreational Life: 


The centre also founded a sports club which subse- 
quently became independent, and is now 
administered by the quarter with its own decision- 
making body and technical ‘‘staff”. Physical training is 
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carried out in support of general health. By providing 
recreational possibilities, the centre aims to furnish 
cultural instruments apt to promote in members of the 
community the recovery of their own human and 
social identity. To this end, debates and conferences 
are organized, along with group reading and discus- 
sion of books, newspapers and magazines. 
Photographic exhibitions are also held which refer 
particularly to the problems of the quarter — employ- 
ment, living conditions, health care, nutrition, school 
life, and so on. These activities serve’as focal points of 
a new consciousness, a lever of social promotion 
towards mobilisation for the solution of local 
problems directed by a collective vision. 


Great Oaks From Little Acorns Grow: 


From the small seed of one man’s caring for his fellow 
creatures grew, first, a home for underprivileged 
children, and then a community centre whose 
activities have rippled outwards across the surface of 
the quarter. The entire programme serves to heighten 
the awareness of the people as to how they can par- 
ticipate and be responsible for their own develop- 
ment. 
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In a society marginalized by industrialization, political 
changes, unjust power structures, and class distinc- 
tions, it is hoped that this development programme 
will encourage the community to obtain benefits 
through their own efforts, and enable them to make 
an effective demand to the authorities for the quality 
of life presently enjoyed in the more favoured parts of 
Naples. 


HEHE 


This article consists of edited extracts from the book, 
“Mario Borrelli’, by PeterHargreaves, The West 
Yorkshire And Lindsey Regional Examining Board, 
1973, and from the paper, ‘‘Socio-political Amalysis 
Of The Neapolitan Reality And Program Of Interven- 
tion For The Social Operators Of The (Materdei Com- 
munity) Centre For The Year 1975-1976", by 
Mario Borrelli. 


Editor's note: In October 1970, Fr Borrelli announced his resignation 
from the priesthood. He said that leaving the priesthood was an act of 
faith in the social conscience of the Christian community. Since that 
time, he has been known as Signor Borrelli. 


CMC NOTES 
SEEDS OF HEALTH 
Distribution 


The film, SEEDS OF HEALTH, presenting the story of 
the Chimaltenango Development Project, Guatemala, 
is 16 mm, in colour, and runs for 43 minutes. The 
soundtrack is available in English, French, German 
and Spanish. 


Price Schedule: 


= US$450.00 
= US$405.00 
(10% discount) 
11 or more copies = US$360.00 
(20% discount) 


Purchase: 1or 2 copies 


3 to 10 copies 


NB For prices applicable to developing 
countries, please contact the World 
Council of Churches, Geneva. 


Rental: Please enquire from distributors listed 
below. 
Preview: By arrangement with the appropriate dis- 


tributor. 


Distributors presently available — listed accord- 
ing to region: 


World Council of Churches, 
475, Riverside Drive, 
New York, NY 10027, USA. 


North America: 


United Kingdom & Eire: — Film Forum (DBW) Ltd., 
56, Brewer Street, 


London W1, England. 
Federal Republic of 


Germany: Teldok KG Film Company, 
Schillerstrasse 52, 
D-7800 Freiburg. 
Switzerland: World Council of Churches, 


Film and Visual Arts 
Department, 

150, route de Ferney, 

CH-1211 Geneva 20. 


All Third World Countries: Please apply to the World 
Council of Churches, 
Geneva, Switzerland. 
Other countries: Please apply to Teldok KG 
Film Company, 
Freiburg/FRG, or the 
World Council of Churches, 
Geneva, Switzerland. 


Film Guide: 


An 8-page film guide is available in English, French, 
German and Spanish. Single copies are distributed 
free of charge. Bulk orders may be requested for the 
following fees: 


50 copies SURFACE MAIL, including postage: 
= SF 25.00 applicable to all countries 


(For very large orders, the same rate will be charged 
per each 50 copies ordered.) 


50 copies AIRMAIL, including postage: 

— to North, Central and South America, the Caribbean, 
= SFi3 5.00 

— to Asia and the Pacific = SF 40.00 

100 copies AIRMAIL, including postage: 

— to North, Central and South America, the Caribbean, 
= SF 65.00 

— to Asia and the Pacific = SF./5.00 

Requests for the Film Guide should be sent to the 

Christian Medical Commission at the address of the 

World Council of Churches in Geneva, Switzerland. 


We very much regret that CONTACT dated 


February 1977 was published under the 
number 35 instead of number 37. 
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